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Abstract 

Background: Immigrants make up one fifth of the Canadian population and this number continues to grow. 
Adequate access to primary health care is important for this population but it is not clear if this is being achieved. 
This study explored patient reported access to primary health care of a population of immigrants in Ontario, 
Canada who were users of the primary care system and compared this with Canadian-born individuals; and by 
model of primary care practice. 

Methods: This study uses data from the Comparison of Models of Primary Care Study (COMP-PC), a 
mixed-methods, practice-based, cross-sectional study that collected information from patients and providers in 137 
primary care practices across Ontario, Canada in 2005-2006. The practices were randomly sampled to ensure an 
equal number of practices in each of the four dominant primary care models at that time: Fee-For-Service, 
Community Health Centres, and the two main capitation models (Health Service Organization and Family Health 
Networks). Adult patients of participating practices were identified when they presented for an appointment and 
completed a survey in the waiting room. Three measures of access were used, all derived from the patient survey: 
First Contact Access, First Contact Utilization (both based on the Primary Care Assessment Tool) and number of self- 
reported visits to the practice in the past year. 

Results: Of the 5,269 patients who reported country of birth 1,099 (20.8%) were born outside of Canada. In 
adjusted analysis, recent immigrants (arrival in Canada within the past five years) and immigrants in Canada for 
more than 20 years were less likely to report good health compared to Canadian-born (Odds ratio 0.58, 95% CI 
0.36,0.92 and 0.81, 95% CI 0.67,0.99). Overall, immigrants reported equal access to primary care services compared 
with Canadian-born. Within immigrant groups recently arrived immigrants had similar access scores to 
Canadian-born but reported 5.3 more primary care visits after adjusting for health status. Looking across models, 
recent immigrants in Fee-For-Service practices reported poorer access and fewer primary care visits compared to 
Canadian-born. 

Conclusions: Overall, immigrants who were users of the primary care system reported a similar level of access as 
Canadian-born individuals. While recent immigrants are in poorer health compared with Canadian-born they report 
adequate access to primary care. The differences in access for recently arrived immigrants, across primary care 
models suggests that organizational features of primary care may lead to inequity in access. 
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Background 

Immigrants comprise 20% of the Canadian population; a 
number that is increasing [1]. National surveys tradition- 
ally find a "healthy immigrant effect" wherein immigrant 
health on arrival in Canada is better than Canadian-born 
but declines over time until it is the same or worse than 
that of Canadian-born [2,3]. This decline is thought to 
stem from many causes, including poorer access to 
health care services [4,5]. Access to adequate primary 
care for this population is important as it is a patient's 
first contact with the health care system and a strong 
primary care system has been shown to reduce health 
inequities [6]. 

Access to primary care across the continuum, from ini- 
tial contact with a provider through to ongoing health care 
and preventive services, is critical. Previous research has 
explored the problems immigrants have when first making 
contact with the primary health care system in Canada 
and overall, findings show that immigrants are just as 
likely to have made contact with a family doctor [7-9]. 
However, certain immigrants groups, such as refugees and 
those recently arrived, report barriers to receipt of primary 
care [3,5,7,8]. Common barriers faced by immigrant 
groups include language difficulties, cultural and societal 
influences, as well as gender expectations and these fac- 
tors may affect how easily, and when, immigrants seek 
care [10,11]. Much less is known about how immigrants 
fare once they have a primary care provider and how 
patient, provider and organizational factors may impact 
access to care. 

The goal of this research was first to determine the 
patient reported access to primary health care services by 
immigrants who were current users of the primary care 
system and compare how this differed from the Canadian- 
born population. The second objective was to explore 
how the organizational model of primary care might 
impact access to care for immigrants. We used patient 
survey data collected for the Comparison on Models of 
Primary Care (COMPC) study in Ontario, Canada; a prac- 
tice based study that was designed to identify the impact 
of organizational features of primary health care on the 
quality of care across 137 practices in Ontario [12]. 

Methods 

Data for this study comes from the Comparison of Models 
of Primary Care (COMPC) Study conducted in Ontario, 
Canada. The COMPC study used a cross-sectional design 
where patients, providers and practice administrators were 
surveyed and chart audits conducted to examine a range of 
primary care performance parameters. This paper focuses 
on patient reported access to care and used data that was 
collected from the patient survey.Data collection took place 
between October 2005 and June 2006. The study looked at 
the four principal organizational models of primary care in 



the province of Ontario at that time. The study was funded 
by the Ministry of Health and Long-Term Care and was 
approved by the Ottawa Hospital Research Ethics Board. 
Full details on the methodology for the entire project can 
be found in a separate publication and are summarized 
below [12]. 

Primary care practice sample 

The unit of sampling and analysis was the primary care 
practice. We aimed to collect information from 35 prac- 
tices per model. Practices were required to have worked 
under their organizational model for at least one year 
and consent to participate was required from 50% of 
physicians and nurse practitioners in the practice. 

Primary care practices were sampled across Ontario to 
ensure an equal number of practices within each of the 
four dominant organizational models at that time; Com- 
munity Health Centres, Fee-For-Service, Health Service 
Organizations and Family Health Networks. Community 
Health Centres have salaried multidisciplinary providers 
and integral to their mission is the care of an identified, 
vulnerable population. Fee-For-Service practices remuner- 
ate providers based on the number and types of services 
delivered. The two capitation-based practices (Health Ser- 
vices Organization and Family Health Networks) were 
considered together, as both were group practices with 
payment structures predominandy based on a fixed remu- 
neration fee based on the age and sex of enrolled patients. 

Patient population 

Participants were included if they were 18 years or older, 
not severely ill or cognitively impaired, able to commu- 
nicate in English or French, either directly or through 
translation, and their provider consented to participate. 
Following a prepared script, receptionists introduced the 
study to the patients and handed an invitation letter to all 
patients presenting for their appointment on the day of 
survey administration. The survey administrator then pro- 
vided more detailed information about the study, verified 
whether the patient met the eligibility criteria, invited 
eligible patient to participate and obtained informed con- 
sent. While the survey was available in English and French 
only, translation services were offered to the participant. 
Translation support was provided by staff of the practice, 
family members or community members. A sequential 
sample of 30 to 50 patients of each participating providers 
was identified and eligible participants completed the 
survey in the waiting room. 

Patient variables 

The patient survey captured patient socio-demographic 
information, including country of birth and date of arrival 
in Canada. Using country of birth information, immig- 
rants were defined as the non-Canadian-born individuals. 
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The patient survey did not include questions on immi- 
grant status, such as if the respondent was a refugee, 
asylum seeker, international student. Immigrants were 
then categorized into four groups denoting number of 
years since arrival (0-<5years, 5-<10 years, 10-<20 years, 
>20 years), consistent with age categories used in previous 
research [13]. Immigrants in Canada for less than 5 years 
were considered "recently arrived". Age was a variable of 
specific interest as it naturally increases with time since 
immigration. 

Self-perceived health status was measured on a 5-item 
Likert scale from poor to excellent and dichotomized to 
poor (poor, fair) and good (good, very good and excellent) 
health. Single item measures of self-reported health are 
strongly predictive of mortality [14] and health service 
utilization [15] and have been validated in multiethnic 
populations [16]. 

Access measures 

The patient survey included questions about the experi- 
ence of access that were modified from the adult edition 
of the Primary Care Assessment Tool (PCAT) [16]. Ver- 
sions of this tool have been used in multi-ethnic and low- 
income populations [17,18]. Three measures of access, all 
derived from the patient survey, were used: 1) First Con- 
tact Access (four questions from the PCAT that measure 
access to the source of care during office hours and when 
the office is closed), and 2) First Contact Utilization (three 
questions from the PCAT that address the extent to which 
primary care is the first source of care for various types of 
health problems) and 3) Number of primary care visits to 
that practice over the past year (self-reported) (see Table 1). 
The First Contact Access and First Contact Utilization 
measures are answered using a 5 item Likert scale (items 
include: definitely, probably, probably not, definitely not 
and not sure/ don't remember) [15,16]. 

Statistical analysis 

Patient socioeconomic and demographic profile and self- 
reported health status were described and compared 
across immigrant groups. Access scores for the First 
Contact Access and First Contact Utilization measures 
were normalized. Multivariate linear and logistic regres- 
sions were used to characterize the relationship between 
access measures and patient and practice characteristics. 
All analyses were performed using SPSS Version 18. For 
our analysis we did not adjust for socioeconomic status, 
as we felt it was an intermediate variable in the causal 
pathway between immigrant status and outcomes of 
interest. For the analyses of number of health care visits, 
we adjusted for self-reported health status and the num- 
ber of years an individual had been a patient of the prac- 
tice, as sicker patients and patients new to a practice 



Table 1 Measures of access to primary care 

1 First Contact Accessibility *(all questions answered using a 5 item 
Likert scalejt 

When your MD/NP's office is open and you get sick, would someone 
from this office see you the same day? 

When your MD/NP's office is open, can you get advice quickly over 
the phone if you need it? 

When your MD/NP's office is closed, is there a phone number you 
can call if you get sick? 

When your MD/NP's office is closed and you get sick during the 
night, would someone from this office see you that night? 

2 First Contact Utilization *(all questions answered using a 5 item Likert 
scale t 

When you need a regular general checkup, do you go to your 
provider before going somewhere else? 

When you have a new health problem, do you go to your provider 
before going somewhere else? 

When you want to see a specialist, do you get a referral from your 
provider? 

3 Annual health care utilization 

How many visits have you made in the past year to this clinic? 

* Adapted from the Primary Care Assessment Tool [19]. 

t Likert scale items: definitely, probably, probably not, definitely not and not 

sure/don't remember. 

may use services more frequently than healthy or estab- 
lished patients [20]. 

Results 

There were 5,361 patients included in the COMPC 
study, 5,269 (98.3%) reported country of birth and of 
these 1,099 (20.8%) were immigrants. The profile 
of immigrants showed variation from Canadian-born 
across most socioeconomic and demographic variables 
(Table 2). There was an apparent trend in the immigrant 
profile with recent immigrants more likely to be 
younger, non-white and women. The individuals who 
did not report country of birth had a similar socio- 
demographic profile to the Canadian-born (not shown). 

Health status 

After adjustment for age and sex the odds of reporting 
good health was lower for both recently-arrived immi- 
grants (Odds Ratio (OR) =0.58, 95% Confidence Interval 
(CI) 0.36, 0.92) and those in Canada for more than 20 
years (OR=0.81, 95% CI 0.67, 0.99) compared with 
Canadian-born individuals (Table 3). 

Access to primary health care 

Unadjusted scores for First Contact Access and First 
Contact Utilization were relatively consistent across immi- 
grant categories (Table 2). After adjusting for age and sex, 
the First Contact Access and First Contact Utilization 
scores were not significandy different across immigrant 
groups or compared with Canadian-born (Table 4). 
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Table 2 Demographic and medical characteristics according to immigrant status and years since migration to 
Canada (N=5269) 



Characteristics 


0-<5 years since 
1 1 1 iy i d li ui l 


5-<10 years since 

1 1 1 iy i d uui i 


10-<20 years since 

1 1 1 iy 1 d LIU 1 1 


> 20 years since 

llliyidLIUM 


Canadian-born 




n— 98 


n=89 


n=214 


n— 698 


n=41 70 


|W|Mn ana Ix/parO 
ivicaii aye \ycciij/ 


39 8 


39 6 


39 3 


57 9 


49 3 


1 CI 1 lalC \ /Of 


78 6 


77 3 


71 0 


62 6 


66 7 


FrJi ifa+ifMt lace tkan h»inh c/"hr\ol /0/-,\ 
EUUCdLIUII Iczo 11 Id II lliyil bt_MUUI \ /0) 


26 7 


1 7 9 


1 3 8 


1 1 9 


1 7 9 


LUW IIILUIIltr LUl Ull \ /0) 


52 8 


43 9 


31 4 


1 5 6 


1 4 8 


nuiiic laiiyuaytr iiciLiici F-iiyiiMi ui riciiLii \/o) 


23 5 


1 9 1 


1 1 7 


3 7 


<0 01 


naLC 1 IUI 1 Vv 1 IILC \ /U) 


645 


71 4 


584 


1 8 2 


24 


Rural practice location 


Z.KJ 


Z.Z 


1 Q 


j.j 


Q Q 

o.o 


Receiving care in a Community health Centre (%) 


69.4 


68.5 


52.3 


15.5 


20.3 


Receiving care in a fee-for-service practice (%) 


23 


19 


29 


35 


24 


Self reported health good to excellent (%) 


75.2 


82.8 


84.3 


77.7 


83.1 


Number of chronic conditions, mean 


1.4 


0.9 


1.2 


2.0 


1.8 


Depression reported (%) 


30.6 


20.2 


27.1 


23.8 


30.3 


Number of primary care visits in past, mean 


11.5 


7.4 


7.4 


6.3 


6.2 


First Contact Access score (normalized %) 


74.0 


77.0 


74.0 


78.0 


77.0 


First Contact Utilization score (normalized %) 


94.0 


95.0 


95.0 


98.0 


97.0 



Percentages reported excludes those with missing data. 

1 Low income cut-off according to categorisation by Statistics Canada. 

2 Rural Index of Ontario Score >45. 



The number of patient-reported primary care visits in 
the past year was highest among recent immigrants who 
made 11.5 visits compared with 6.2 visits among 
Canadian-born (Table 2). This pattern of health care 
utilization persisted after adjusting for age, sex, health 
status and number of years as a patient in the practice. 
In adjusted analysis recent immigrants had 5.3 (95% CI 
3.5, 7.0) more primary care visits in the past year 
(Table 4) compared to Canadian-born. 

While the analysis demonstrated similar First Contact 
Access and First Contact Utilization between recent immi- 
grants and Canadian-born, a stratified analysis suggested 
that differences in these measures may exist across primary 
care models (Table 5). Within Fee-For-Service practices 



Table 3 Unadjusted and adjusted odds ratios (95% CI) 
of reporting good to excellent health status for 
immigrant groups by years since arrival compared to 
the Canadian-born 

Number of years since Unadjusted Adjusted age and sex 
arrival in Canada 0 R (95% CI) OR (95% CI) 



Non -immigrant 
Canadian-born (reference) 

0-<5 years 

5-<10 years 

1 0-<20 years 

>20 years 



I.O 



1.0 



0.67(0.42,1.11) 0.58(0.36,0.92)* 

0.97(0.57,1.66) 0.84(0.49,1.43) 

1.10 (0.77,1.58) 0.93 (0.65,1.35) 

0.73 (0.60, 0.88)* 0.81 (0.67, 0.99)* 



* Significantly different from Canadian-born population. 



recent immigrants had lower First Contact Access scores 
compared with Canadian-born. Comparing health care 
visits, recent immigrants in Fee-For-Service practices had a 
similar number of health care visits compared with 
Canadian-born while those recent immigrants in Commu- 
nity Health Centres and capitation practices had more 
visits compared with Canadian-born. 



Discussion 

This study suggests that overall immigrants who make 
contact with the primary care system experience a similar 
level of access to, and somewhat higher utilization of, the 
primary health care system compared with Canadian- 
born. The rich data collected from this study allowed us 
to use a number of access measures to explore this rela- 
tionship and to account for potentially relevant patient 
and practice factors that might impact access. 

We found that recent immigrants reported poorer 
health compared to the Canadian-born, a finding that 
was not expected based on the healthy immigrant effect 
found in population surveys [2,3]. This may be explained 
by two factors. First, we were unable to distinguish refu- 
gees and asylum seekers from other immigrants groups 
based on the data available. This may have biased our 
results towards finding a less healthy immigrant popula- 
tion as refugees report poorer health on arrival than 
other immigrant classes [21]. Second, our study included 
immigrants who had already accessed primary health 
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Table 4 Adjusted Access and utilization scores of immigrant groups by years since arrival in Canada compared to the 
Canadian-born adjusted for age, sex, health status and number of years as a patient in the practice 





First Contact Access 1 % 
difference from Canadian-born 
(95% CI) 


First Contact Utilization 1 % 
difference from Canadian-born 
(95% CI) 


Number of additional health visits in the 
past year compared to Canadian-born 1 
(95% CI) 


0-<5 years 


0.1 (-3.3, 3.5) 


-0.7 (-2.4,0.9) 


5.3 (3.5,7.0) * 


5-<10 years 


1 .6 (-2.0, 5.2) 


-0.7 (-2.4, 0.9) 


1 .2 (-0.6, 2.9) 


1 0-<20 years 


-1.6 (-3.8, 0.7) 


-0.6 (-1.7,0.5) 


1 .4 (0.2, 2.6)* 


>20 years 


-0.2 (-1.6,1.1) 


0.3 (-0.4,0.9) 


-0.05 (-7.4, 0.6) 



1 Adjusted for age, sex, health status and number of years in practice. 
* Significantly different from the Canadian-born population. 



care and, thus, may have included less healthy immi- 
grants who required more health care services. 

We were encouraged to find that immigrant access to 
primary care across several measures of access did not dif- 
fer significantly from Canadian-born. Primary care practice 
visits were equivalent or higher amongst immigrant groups 
compared to Canadian-born, after adjusting for factors that 
relate to need (age, sex, health status) suggesting that 
immigrants in this population had adequate access to care. 
Our results agree with previous research that found health 
care utilization for immigrants varies with years since ar- 
rival but over their lifespan immigrants have a similar level 
of utilization to the Canadian-born [21]. 

The higher use of primary care services reported by 
recent immigrants in our study can be reasonably ex- 
plained by a number of factors both medical and socio- 
demographic [3,21,22]. We see a similar pattern of health 
care use in other vulnerable populations in Canada where, 
once initial contact is made, they have more frequent visits 
[23,24]. Higher utilization for recent immigrants may be 
driven by initial preventative health care needs (such as 
vaccinations and health screening) or, given the high pro- 
portion of females in this immigrant group, by antenatal 
or postnatal visits. Socio-demographic variables such as 
poverty, culture and language may also drive utilization 
[5,10,25]. Newly arrived immigrants in our study were 
more likely to be low income, non-white and non-English 
or French speaking immigrants. Previous research has 
found that, due to language and cultural communication 



barriers, immigrants made repeated visits for the same 
problem because they did not fully understand the care 
provided in previous visits [22] . 

Our exploratory analysis of the impact of primary care 
model identified differences in the distribution of immi- 
grants across models of care and in the access to, and 
utilization of, care by recent immigrants. More than half 
of all immigrants in Canada for less than 20 years received 
care in Community Health Centres; a distribution that 
may be appropriate given that Community Health Centres 
have a specific mandate to care for vulnerable populations. 
In our experience caring for newly arrived immigrants in 
an urban setting, these patients are often specifically direc- 
ted to seek care in Community Health Centres. Recent 
immigrants in Fee-For-Service practices reported poorer 
access compared with Canadian-born and had fewer pri- 
mary care visits compared to similar immigrants in other 
models. The lower performance in two access measures 
strengthens the likelihood that there may be barriers to 
access in this model. Recent research from Ontario has 
suggested that access to primary care services may be dif- 
ferent across primary care models for vulnerable popula- 
tions [26,27]. Future research will need to explore the 
potential impacts of the organization and structure of 
primary care on immigrant populations. 

Limitations 

The cross-sectional study design means the length of 
residence categories should be interpreted with caution, 



Table 5 Odds ratios of reporting good health and access and utilization for recent immigrants (< 5 years since arrival 
in Canada) compared to Canadian-born across primary care models 





Odds of reporting good 
to excellent health 1 OR 
(95% CI) 


First Contact Access 2 % 
difference from reference 
(95% CI) 


First Contact Utilization 2 % 
difference from reference 
(95% CI) 


Number of additional health 
visits in the past year 2 
(95% CI) 


Primary Care Model 


Community Health Centre 
n=68 


0.7 (0.4, 1 .3) 


2.1 (-2.5,6.7) 


0 (-2.5,2.4) 


6.2 (2.8,9.6)* 


Fee-For-Service n=23 


0.8 (0.3, 2.1) 


-8.0 (-15.0,-10.0)* 


-1.4 (-4.5,1.7) 


-0.3 (-4.0,3.4) 


Capitation n=7 


1.4 (0.2,12.0) 


5.7 (-6.6,18.0) 


0 (-2.5,2.4) 


4.0 (-0.3,8.2) 



1 Adjusted for age and sex. 

2 Adjusted for age, sex, health status, number of years as patient in the practice. 
* Significantly different from the Canadian-born population. 
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as these groups represent different arrival cohorts of 
immigrants and, thus, changing immigrant populations 
over time. 

We acknowledge that some immigrant groups may 
have been underrepresented as our population was lim- 
ited to only those who had accessed primary health care. 
Furthermore, while translators were available, immigrant 
patients who did not speak English or French or who 
had low literacy levels may have been excluded from the 
study. However, immigrants made up 21% of our study 
population, a proportion similar to that of the latest 
national census [1]. 

We acknowledge that self-reported measures are sub- 
ject to recall bias and bias of past experience. For immi- 
grants their past experience could have an important 
impact on their present experience. For example, those 
who come from countries with very limited access to 
health care might have lower expectations of care in 
Canada. We have attempted to minimize these biases by 
conducting the survey in the waiting room and with the 
use of access measures that are less subjective and mea- 
sure patient experience, not simply satisfaction. 

Conclusion 

We were encouraged to find that, overall, immigrants who 
were users of the primary health care system in Ontario, 
reported similar access to and use of these services com- 
pared with the Canadian-born population. While recent 
immigrants had poorer health status compared with 
Canadian-born, their higher utilization of primary care 
services suggests they accessed needed primary care ser- 
vices. We identified some difference in access across pri- 
mary care models for recent immigrants highlighting the 
need for continued attention to the role of organizational 
characteristics of primary health care on access. 
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